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Although some research has been conducted to assess the effectiveness of Special Education 
programs, very little research has been focused on the mental health outcomes of children placed 
in Special Education in the United States. Using data from the National Longitudinal Study of 
Adolescent to Adult Health (Add Health), my goal in this study was to examine the relationship 
between placement in Special Education (Wave I) and symptoms of depression in young adult-
hood (Wave III).  Results indicated that, after controlling for demographic characteristics, paren-
tal socioeconomic background variables, educational and employment outcomes, educational 
expectations, school satisfaction, prior depressive symptoms, and self-esteem, students who had 
received Special Education services or had a learning disability had higher levels of depressive 
symptoms in young adulthood (Wave III). Additionally, students who had received Special Edu-
cation services or had a learning disability were more likely to have expressed depressive symp-
toms in Wave I. These findings suggest that students with a learning disability and those placed 
in Special Education are more likely to suffer from symptoms of depression both in school (in-
termediate and high school) and upon transitioning out of high school and into young adulthood. 
I hope that the findings of this study inspire others to build upon this research by exploring men-
tal health outcomes of children who receive Special Education services. It is also my hope that 
this (and future) research will be used to develop targeted curriculum and supports which will 
facilitate positive mental health outcomes for children enrolled in Special Education and which 
will help alleviate the mental distress faced by students in Special Education transitioning into 




   
Introduction 
In the United States, 13% of all public school students are enrolled in Special Education, 
which is about 6.7 million (National Center for Education Statistics 2018). Student are selected 
for evaluation and, if deemed to have a disability, placed in Special Education for a variety of 
reasons (failure to advance academically, behavior disruption in the classroom, and/or physical 
impairments) (U.S. Department of Education 2016). Students placed in Special Education are 
categorized by their type of ‘disability’ and are given an Individual Education Plan (IEP). Stu-
dents enrolled in Special Education may spend all of the school day in a Special Education class-
room, they may spend part of their day there, or they may spend the day in regular education 
classes accompanied by an Educational Aide or Paraprofessional.  According to the U.S. De-
partment of Education, in the 2013-14 school year 35% of students receiving Special Education 
services had a specific learning disability, 21% had a speech or language impairment, 13% had 
an unspecified type of health impairment, 8% were diagnosed with Autism, 7% had an intellec-
tual disability, 6% had a developmental delay, 5% were diagnosed with an emotional disturb-
ance, 2% had multiple disabilities, and 1% had hearing impairments (U.S. Department of Educa-
tion 2016).  What remains to be determined is whether placement in Special Education in high 
school has a lasting influence on mental health in young adulthood.  
Mental health outcomes among students placed in Special Education programs warrant more 
research because of the sharp divide in opinion among scholars, as well as school professionals, 
about whether separating students with disabilities is helpful or harmful. Some view the labeling 
of students in Special Education as stigmatizing and harmful to the students, question whether or 
not students truly have disabilities and insist that students in Special Education should be includ-
ed in regular education classrooms as much as possible (Sapon-Shevin 1996). Maag and Reid’s 
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(2006) meta-analysis of the few studies on this topic suggests that students with learning disabili-
ties have significantly higher depression scores than students without learning disabilities. The 
limitations of the studies they examined are that their samples are small, cross-sectional, and not 
generalizable to the U.S. population.  The influence of Special Education and learning disabili-
ties on mental health deserves further research. Thus, my study uses national longitudinal data to 
examine whether being placed in a Special Education program and having a learning disability 
predict symptoms of depression among young adults in the United States. Based on gaps in the 
literature, my research questions are as follows: 
1. Do enrollment in Special Education services and having a learning disability influence 
symptoms of depression (Wave I) and predict subsequent symptoms of depression (Wave 
III) in young adulthood over and above sociodemographic factors and family socioeconomic 
background?  
2. Do enrollment in Special Education and having a learning disability increase levels of 
depressive symptoms (Wave I and III) after controlling for school satisfaction, educational 
expectations, whether or not a student has been expelled or dropped out of high school, en-
rollment in college/job training program, and employment status?  
3. To what extent do prior symptoms of depression (Wave I) and self-esteem (Wave I) ex-
plain the effect of enrollment in Special Education and having a learning disability on de-
pressive symptoms (Wave III) in young adulthood? 
 
Literature Review 
The Process of Stigmatization   
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From a social psychological standpoint, Special Education students could be at risk of de-
pression and low self-esteem because of being stigmatized. Stigma is the rejection of an individ-
ual based on characteristics (that have been deemed as undesirable by the stigmatizer) that sepa-
rate one from ‘normal’ members of society (Goffman 1963). Goffman (1963) introduced a series 
of steps in the process of stigmatizing individuals. First, individuals must be identified as differ-
ent (these can be overt or covert human differences, such as skin color, intelligence quotient, 
medical condition, etc.). Secondly, the labeled individual must be linked to undesirable charac-
teristics. Third, the group doing the labeling must separate the ‘normal’ people from the stigma-
tized group. Fourth, the stigmatized group must experience discrimination and loss of status. Fi-
nally, the stigmatization process requires the use of power.  
 
Social Formation of One’s Identity: Becoming a ‘Sped Student’ 
 
  According to Symbolic Interactionist theory, people learn who they are and form their 
identities through social interaction (Mead 1934). Accordingly, children who are placed in Spe-
cial Education receive and internalize that they are ‘different’ than the larger student body be-
cause they are separated from the regular classroom environment, and/or have an aide accompa-
nying them throughout the day. Students who are excluded from the ‘normal’ classroom or cur-
riculum, therefore, could adopt the identities of inadequate student and/or disabled person.  
Students with all types of ‘disabilities’ are included in the same Special Education classrooms 
and, once they enter the Special Education program are all considered ‘Sped students’ regardless 
of their specific type of disability. Therefore, students are not differentiated by type of disability 
by the general student body or by school staff members. Individual Education Plans (IEPs) are 
kept confidential and students are identified as ‘Sped students’ or not. Although some students 
may not have any behavior problems upon entering Special Education, they may internalize and 
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later exhibit behavior problems as a result of being placed in a Special Education classroom 
which includes students with behavior disorders. This can happen because a student placed in 
Special Education may copy the behavior of other students placed in Special Education, or be-
cause the identity of ‘Special Education Student’ which a student learns includes problems be-
having in class (Loveless 2019). A study by Hale (2014) observed High School students in a 
Special Education classroom and reported that students experienced stigma (both internally, by 
self-labeling and externally, by others calling them ‘retarded’ or ‘special’) and did not wish to be 
associated with the label of Special Education. Lavani (2015) found that parents of children with 
disabilities were concerned about their children experiencing stigma. 
Link and colleagues (1989) introduced Modified Labeling Theory, which states that 
stigma may not only directly impact mental illness, but may indirectly contribute to negative 
outcomes through self-labeling. Labeling Theory states that an individual experiences stigma via 
discrimination and therefore, internalizes the stigma (Scheff 1974).  Modified Labeling Theory 
states that the internalization of stigma may occur without actually experiencing discrimination 
or stigma directly. According to Modified Labeling Theory, the threat of stigma is enough to 
cause self-labeling or internalization of a label and result in negative outcomes, such as symp-
toms of depression (Link et al. 1989).  Link et al. (1989) explained that the threat of being deval-
ued and rejected by others causes individuals to withdraw from others and attempt to hide their 
conditions. The internalization of a label can cause an individual to experience social isolation 
and feelings of shame (Link et al. 1989). Accordingly, internalizing the negative associations of 
having ‘special needs’, and possibly having a behavioral problem or a ‘low IQ’ could lead to 
low-self-esteem, social isolation, and, eventual, depression.  Depression is also considered an 
internalizing disorder. An individual with depression may experience frequent feelings of sad-
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ness, disinterest in regular activities, and feelings of worthlessness (American Psychological As-
sociation 2013).  
Link and colleagues (1989) explained that problems of labeling and stigma appear in the 
forms of low social interaction and low self-esteem. Children who are placed in Special Educa-
tion in elementary school are unlikely to be placed there as a result of depression. Although de-
pression can accompany other emotional disorders, depression is rarely exhibited in elementary 
students in the general student population and also is rare for students placed in Special Educa-
tion (about 2% of pre-school and elementary aged children) (Dryden-Edwards 2019). Symptoms 
of depression are more likely to manifest in young adulthood (Kessler and Walters 1998).  
Therefore, depression could likely be the result of being negatively labeled and stigmatized (re-
sulting in low self-esteem) rather than an inherent mental illness of those placed in Special Edu-
cation in elementary school.  Thus, research on Special Education placement should assess 
symptoms of depression and self-esteem at different time points during the transition to adult-
hood.    
 
Inclusion/Exclusion Debate  
Although perceived social isolation and feelings of loneliness are key components of de-
pression (Cacioppo et al. 2010) among Special Education students, inclusion in regular class-
rooms may not necessarily be the answer. Erving Goffman (1963) proposed that repeated expo-
sure and openness between the stigmatized and the ‘normal’ person or group does not necessarily 
reduce stigma. "Thus, whether we interact with strangers or intimates, we will still find that the 
fingertips of society have reached bluntly into the contact, even here putting us in our place” 
(Goffman 1963:53). Students who are already labeled as ‘Special Ed’ may still be excluded from 
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social relationships and activities. Even if the student has friends at school he/she may still feel 
as though he/she is ‘different’ and may experience stigma. Neither inclusion programs nor 
schools which consist only of special needs students are solutions to the labeling endured by stu-
dents with ‘special needs. 
 
 Parental Socioeconomic Background and Educational Expectations  
 Prior research indicates that there are disproportionately higher numbers of economically 
disadvantaged students in Special Education programs (Zhang et al. 2014).  A disadvantaged pa-
rental socioeconomic background is stressful and predicts depressive symptoms in young adult-
hood (Mossakowski 2008).  The educational background of parents is a way to measure family 
socioeconomic status for young adults who are in their initial phases of status attainment 
(Mossakowski 2008).  Thus, I will include parental educational attainment in my study because it 
provides more context than using family income alone (which may not accurately measure soci-
oeconomic status in itself and which many participants may decline to answer).  
In addition to parental education and income, the educational expectations of students in 
Special Education may influence their mental health. Students in Special Education are more 
likely to fall short of ‘normal’ academic expectations. They are more likely to repeat classes, 
leave high school without a diploma, and less likely to attend college (Artiles et al. 1994).  Chil-
dren in Special Education may be even more at risk of experiencing depression due to unmet ex-
pectations than children not placed in Special Education because they have been diagnosed with 
‘learning challenges.’  I will take into account ‘educational expectations’ of the students. Higher 
levels of educational expectations are linked with lower levels of depressive symptoms in young 
adulthood (Mossakowski 2011). Therefore, my study includes the student’s educational expecta-
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tions, which could help to partially explain why Special Education placement affects mental 
health in young adulthood.   
 
The Link Between Self-esteem and Depression  
Individuals with low self-esteem are particularly vulnerable to developing depression 
(Orth et al. 2016). Two popular theories which seek to explain the link between self-esteem and 
depression are the ‘scar’ theory and ‘vulnerability’ theory. Scar theory proposes that depression 
‘scars’ the self-concept of individuals who experience it. Therefore, low self-esteem is a conse-
quence of depression (rather than a cause of depression) (Coyne et al. 1998, as cited by Orth et 
al. 2016). Vulnerability theory posits that low self-esteem can cause an individual to feel de-
pressed, and therefore, low self-esteem is not only a consequence of depression, but can play a 
causal role (Beck 1997, as cited by Orth et al. 2016). Orth et al. (2016) state that there is more 
evidence which support the theory of vulnerability.  
 
Special Education and Self-Esteem 
Special Education could have an influence on self-esteem.  In a study conducted in 1997 
by Conley, Ghavami, VonOhlen, and Foulkes, children in Special Education (both those with 
diagnosed learning disabilities and emotional disorders) exhibited significantly lower levels of 
self-esteem than children not placed in Special Education. The lower self-esteem ratings of chil-
dren in Special Education may be because they view themselves as less capable in a variety of 
categories, such as academic achievement or making friends (Conley et al 1997).  Conley et al.’s 
study was small (48 students participated in the study), was conducted at a single school, and 
consisted of only White students. Hale’s (2014) study mentioned earlier focused on five high 
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school students receiving Special Education services. Two of the students were African Ameri-
can and three were Hispanic. The students in Hale’s study expressed negative associations with 
Special Education (for example, that others generally consider Special Education students to be 
‘stupid’ or ‘retarded’), even though some of them said that Special Education could be helpful to 
some students (Hale 2014). One of the students in Hale’s study did not even believe that he had a 
disability and said that he did not think he needed Special Education services. Another student 
also said that she thought she was smart, but also expressed how others view Special Education 
students as ‘slow’. Hale’s study demonstrates the way in which students may have a positive 
view of themselves but, upon enrolling in Special Education may suffer from low self-esteem 
because “children in Special Education are wholly or partially excluded from the ‘normal’ social 
life of schools and seen almost exclusively through deficit perspectives” (Hale 2014). My study 
will use data from a nationally-representative sample, and I will be including various ra-
cial/ethnic groups in my study. More research needs to be done in order to explore the role of 
self-esteem for students placed in Special Education and how self-esteem relates to behavior, ac-
ademic success, and mental health.  My study takes into account earlier self-esteem and symp-
toms of depression at ages 12-20 years old to evaluate the roles of low self-esteem and earlier 
symptoms in developing subsequent depression in young adulthood.   
Contrary to the notion that stigmatized individuals have lower self-esteem than non-
stigmatized individuals, some scholars argue that stigmatized individuals may not have lower 
self-esteem than individuals who do not regularly experience stigma (Crocker and Major 1989). 
Crocker and Major (1989), for example, explain that African Americans do not have lower self-
esteem than White Americans, even though they may regularly experience racial prejudice. 
Crocker and Major (1989) state that individuals may maintain high self-esteem by comparing 
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themselves with others in a way which creates a positive impression of oneself. If a student in 
Special Education compares him/herself to others (possibly with more debilitating disabilities) in 
Special Education, then it is possible he/she will have high self-esteem, even though he/she feels 
stigmatized in the larger school environment. Another way in which stigmatized individuals 
could maintain high self-esteem is by gathering larger portions of self-esteem from areas in 
which they succeed than from areas in which they lack success (Conley et. al. 1997). If a student 
placed in Special Education is particularly skilled in an area (or in a specific domain), such as 
making friends, cooking, or playing a musical instrument, then he/she may have high self-esteem 
despite being placed in Special Education.  Crocker and Major (1989) also argue that belonging 
to a stigmatized group may protect an individual from experiencing low self-esteem by not only 
providing in-group comparisons, but also by providing an external explanation for inadequa-
cies/failures. Instead of attributing failures to personal inadequacies, an individual who belongs 
to a stigmatized group can attribute membership to that group as a reason for failure (Crocker 
and Major 1989).  The stigma of placement in Special Education may not necessarily alter self-
esteem initially or in the long-term, but it could influence the likelihood of depression.  
 
Special Education, Expulsion, and Dropping out of High School  
Children in Special Education are more likely to be expelled from school. Expulsion can 
be a consequence of poor mental health (American Academy of Pediatrics 2003). However, Ford 
and colleagues (2017) found that adolescents who were expelled from school reported high lev-
els of mental distress prior to and up to three years after their expulsion. Ford et al. (2017) ex-
plain that the relationship between poor mental health and expulsion is bi-directional. Therefore, 
adolescents who are expelled may experience more mental distress after their expulsion (and 
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likely prior to their expulsion) than adolescents who are not expelled. Students who are placed in 
Special Education may have been placed there because they were identified as having behavior 
problems or being at-risk (not necessarily because they were identified as having a particular 
physical or learning impairment). Students who are in Special Education may be more likely to 
be expelled because of behavioral problems. Students who cause disturbances in the classroom 
and exhibit risk-behavior are more likely to be placed in Special Education.  
Another explanation for the high number of students in Special Education who are ex-
pelled from school is the theory of secondary deviance. Edwin Lemert (1951) used the term 
‘secondary deviance’ to describe the situation in which a person uses deviant behavior in order to 
defend, attack, or adjust to the overt or covert problems created by the consequent societal reac-
tion to him/her (Lemert 1951: 35). The expulsion of Special Education students may be a reac-
tion to the stigma they face daily at school.  
Although expulsion has been shown to be a consequence and cause of mental distress, 
dropping out of high school has been identified as a particularly high risk for students with de-
pression (Dupere et al. 2018). A study among disadvantaged students in Canada showed that stu-
dents who reported symptoms of depression were twice as likely to drop out of high school than 
students who did not report symptoms of depression (Dupere et al. 2018). Additionally, a longi-
tudinal study of 1,057 Australian adolescents showed symptoms of depression and anxiety pre-
dicted high school drop out even after controlling for sociodemographic factors and parental 
background factors (such as parental educational attainment) (Butterworth and Leach 2017). On-
ly 69 percent of students in Special Education leave high school with a diploma (U.S. Depart-
ment of Education 2018). Although programs have aimed at increasing graduation rates, very 
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little has been done to address depression as a cause and consequence of expulsion or dropping 
out of High School among students in Special Education. 
 Students placed in Special Education may be more at risk for developing symptoms of 
depression in young adulthood because they are more likely to drop out of high school and face 
unemployment. Students who drop out of High School are 72% more likely to be unemployed 
than students who graduate High School (Thurlow and Johnson 2011). Additionally, 82% of the 
prison population does not have a high school diploma, and 85% of juvenile justice cases are 
those who dropped out of high school (Thurlow and Johnson 2011). Young people with disabili-
ties are also over represented in the correctional system (Thurlow and Johnson 2011). Students in 
Special Education with Emotional Disorders are more likely to dropout than other categories of 
disabilities (Thurlow and Johnson 2011). Susceptibility Theory proposes that young people with 
disabilities are predisposed to dropping out of high school and to criminal behavior because of 
their predispositions of poor impulse control, being unable to communicate effectively, etc. 
(Quin et al. 2005).  However, Post (1981), suggests that the overrepresentation of young people 
with disabilities in the correctional system is due to an inadequate school system, which leads 
students in Special Education directly into school failure or delinquency, leading to poor self-
image, dropping out of high school and entry into the correctional system.  Thus, my study con-
trols for educational outcomes, such as dropping out of high school and expulsion, and employ-
ment outcomes, which could partially explain why placement in Special Education could predict 
psychological distress and depression years later.  
Additionally, Foucault (1975) considers schools to be part of a larger ‘panoptic society’. 
Schools act in a way which creates ‘docile bodies’ by including hierarchical observation, normal-
izing judgment, and observation (Foucault 1975). In schools, children are ruled by the authority 
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of teachers, and teachers by the authority of principals. Children’s intelligence and behavior is 
scored, quantified, and compared with that of other children. Placing children in Special Educa-
tion is one way in which the school system penalizes students who are not learning or behaving 
normally. They are often separated from the larger student body and must bear the stigma of be-
ing in Special Education. The threat of being placed in Special Education may be enough to con-
trol the behavior and productivity of the larger student body. Foucault’s theory reinforces the 
idea that Special Education further facilitates the school to prison pipeline and is prison-like in 
itself.  If students who have behavioral problems in the regular classroom act out, they could be 
placed in Special Education.  If students in Special Education engage in too many deviant behav-
iors, they could be expelled from high school.  Therefore, my study takes into account expulsion, 
which could partially explain why Special Education placement predicts depression in young 
adulthood.  
 
A Marxist View of Special Education  
Although this study is looking at Special Education mostly through the Symbolic Interac-
tionist lens of Labeling Theory or a social-psychological perspective, I would also like to briefly 
discuss Special Education from a Marxist/Materialist point of view to make the micro-macro 
link. The label of Special Education is applied disproportionately to male, minority, and impov-
erished students (Artiles and Trent 1994). According to Artiles and Trent (1994), the overrepre-
sentation of racial/ethnic minority students in Special Education is rooted in socioeconomic, so-
ciocultural, and sociopolitical inequalities. Attaching the label of ‘learning disabled’ to these stu-
dents can be seen as covert racism, and as a specific way in which schools funnel impoverished, 
Black, male students into later unemployment or imprisonment. From a Marxist perspective, 
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schools act in accordance with the labor market (Bowles and Gintis 1976). O’Conner and Fer-
nandez (2006) examined a 2002 report from the National Research Council and found that ra-
cial/ethnic minority students were disproportionately placed in Special Education. O’Conner and 
Fernandez (2006) explain that this is, in part, because students from minority racial/ethnic back-
grounds are more likely to come from lower income households. Children who are racial/ethnic 
minorities are overrepresented among children receiving Special Education. According to 
O’Conner and Fernandez (2006), this occurs due to ‘judgmental’ disability placement, for exam-
ple if a student is determined to have ADHD as a result of non-compliant classroom behavior. 
Students from minority racial/ethnic backgrounds were not overrepresented in non-judgmental 
disability categories, such as blindness, dyslexia, and physical disability categories (O’Conner 
and Fernandez 2006).  O’Conner and Fernandez (2006) propose that the overrepresentation of 
racial/ethnic minorities receiving Special Education services is due to opportunity and constraint 
structures within the school system. Furthermore, they argue that there is nothing inherent about 
being poor that hinders academic progress. School satisfaction is also included in my study and 
is a way to measure to what degree a student feels comfortable in the school in which he/she at-
tends. School satisfaction assesses whether or not the student feels safe at school, whether or not 
the student feels close to others at school, and whether or not the student feels as if teachers treat 
him/her fairly. This addresses issues of perceived discrimination within the school environment.  
It is important to examine the mental health consequences of being in the Special Education sys-
tem and whether it is a stigmatized label that can damage mental health, compared to having a 
learning disability in general.  
Marxist/Materialist approaches help to explain why the labeling of students as Special 
Education students can vary by class and race/ethnicity. Students from disadvantaged back-
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grounds (low socioeconomic status and more likely to be ethnic/racial minorities) are more likely 
to be placed in Special Education because they are less able to commodify their minds and bod-
ies, because of economic demands for cost-effective labor, and because of neoliberal economic 
expansion (which includes the expansion of private prisons and private security/surveillance 
companies) which is dependent upon a ‘deviant’ class (Slorach 2016).  Youths who are labeled 
as mentally ill in the U.S. reflect the goals/needs of the larger capitalist system (Cohen 2016). It 
is important to acknowledge who is placed in Special Education and so my study controls for 
race/ethnicity, gender, and socioeconomic status. Placement in Special Education could have 
long-term and far-reaching effects on students’ statuses in society and possibly on their mental 
well-being.  
In summary, my hypotheses are as follows: 
1. Students enrolled in Special Education services or who have a learning disability will ex-
perience more symptoms of depression initially (Wave I) and later in young adulthood 
(Wave III) than students not placed in Special Education after controlling for sociodemo-
graphic factors (gender, race/ethnicity, and SES). 
2. Educational and employment outcomes (such as expulsion, dropping out of high school, 
enrollment in college/job training, and employment status), educational expectations, and 
school satisfaction will partially explain the effects of enrollment in Special Education or 
having a learning disability on symptoms of depression in young adulthood. 
3. Enrollment in Special Education and having a learning disability will remain a significant 
predictors of depressive symptoms in young adulthood (Wave III) after accounting for 




   
Method of Research 
Data 
For this study, I conducted secondary analysis of data from the National Longitudinal 
Study of Adolescent to Adult Health (ADD Health), which is available for public use. The study 
was designed at the University of North Carolina at Chapel Hill. ADD Health is a nationally rep-
resentative sample of adolescents in grades 7-12 in the United States. The first study (Wave I) 
was launched in 1994-95. Students were between the ages of 12 and 20 during Wave I. Students 
were first issued a questionnaire in school and have been followed through adolescence and the 
transition to adulthood. 
ADD Health used a school-based design. The primary sampling frame was derived from 
the Quality Education Database (QED). From this frame, researchers selected a sample of 80 
high schools. Schools were stratified by region, urbanicity, school type (public or private), ethnic 
mix, and size. For each high school selected, researchers identified and recruited one of its feeder 
schools (typically a middle school). There are 132 schools included in the sample. School size 
varied from fewer than 100 students to more than 3,000 students. Seventy-nine percent of the 
schools that were contacted agreed to participate in the study (The National Longitudinal Study 
of Adolescent to Adult Health 2019). 
From September 1994 until April 1995, in-school questionnaires were administered to 
students in the schools selected. Questionnaires were administered on a single day within one 
class period. In-school questionnaires were collected from over 90,000 students. The in-school 
questionnaire provided measurement on the school context, friendship networks, school activi-
ties, future expectations, and a variety of health conditions. Wave II follow-up interviews took 
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place between April and August of 1996. Wave II does not contain questions relevant to my in-
terest in Special Education and depression.  
Wave III interviews were conducted with the remaining Wave I participants as they en-
tered the transition to adulthood (between ages 18-26). Wave III was intended to capture the 
changes in social contexts, behaviors, and beliefs associated with transitioning into young adult-
hood. Wave III questionnaires and interviews focused on areas such as the labor market, higher 
education, relationships, parenting, civic participation, and community involvement. 
Wave III data collection was conducted nationwide (including Hawaii and Alaska) be-
tween August 2001 and April 2002. Wave III includes in-home questionnaires and in-home in-
terviews which asked similar questions to that of Wave I, but included additional questions per-
taining to young adulthood (Add Health cpc.unc.edu). For this study, I will only be using Wave I 
and Wave III data and those who answered whether or not their child was enrolled in Special 
Education services in the past twelve months. There was a total of 4,882 cases to start with in my 
sample.  However, after accounting for all missing cases my sample decreased to 4,179. 
 
MEASURES 
Dependent variables  
Depressive symptoms in Wave I and Wave III are dependent variables, formed using five 
depression questions which were asked in the questionnaires. Answers to the depression ques-
tions were recorded on a four-point Likert scale (0=rarely or never, 1=sometimes, 2=a lot of the 
time, 3=most of the time/all of the time). The questions used to form the symptoms of depression 
scales asked how often the respondent felt sad, couldn’t shake the blues, was too tired for normal 
activities, found it hard to focus, and was more bothered by things that are not normally bother-
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some to the respondent. These questions are based on the Center for Epidemiologic Studies 
Depression (CES-D) questionnaire (a 20-question assessment used for depression screening) and 
because they were asked in both Wave I and Wave III. The depression variables for Wave I and 
Wave III, therefore, are comprised of the same five questions which were asked at the time of 
Wave I and Wave III. The depression variable for Wave III, the dependent variable, was tested 
for reliability using an Cronbach’s alpha test. The depression variable had a scale reliability 
score of 0.71 in Wave I and a scale reliability score of 0.75 in Wave III. The depression variable 
was skewed and, therefore, was adjusted by taking the natural log after adding 1 to the depres-
sion scale in both Wave I and Wave III.  
 
 Independent variables  
I will be looking at Special Education status (whether or not the student had received 
Special Education services in the last 12 months), whether or not the student has a learning disa-
bility, gender, race/ethnicity, parental income, parental educational attainment, educational ex-
pectations of the respondent, how satisfied the respondent is with his/her school, the student’s 
level of self-esteem and depressive symptoms as variables from Wave I; and I will be looking at 
expulsion, employment, high school graduation, and college/job program enrollment as inde-
pendent variables from Wave III. Wave I and Wave III were merged together to create one data 
set. Special Education status was answered by the parent in Wave I and was coded as 1 =child 
placed in Special Education, 0 =child not placed in Special Education.  
The demographic variables are:  gender (1=male, 0=female), and race/ethnicity (White = 
1 is the reference category) (1=Black/African American, 0=not Black/African American), His-
panic (1=Hispanic, 0= not Hispanic), and other (1=Asian/Pacific Islander/American Indian and 
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Alaska Native, 0= not Asian/Pacific Islander and American Indian/Alaska Native).  The parental 
income variable ($0.00- $999,000.00) was answered in Wave I.  There were 150 missing cases 
for the income variable. I reassigned the missing cases to the mean measurement of income 
(58.538). Parental educational attainment was also used as a measure of family socioeconomic 
status. The questionnaire was mostly answered by mothers and, therefore, I decided to include 
both educational attainment (most likely of the mother) and household income as measures of 
socioeconomic status. In Wave I, the respondent’s parent was asked to record his/her level of 
education. Responses were coded on a scale from 1-9 (1=8th grade or less, 9=professional train-
ing beyond a 4-year college/university). There were six missing cases for the parental education 
variable. I assigned the six missing cases to the mean number of years of parental education 
(which was 13.17). The educational expectations variable is comprised of two questions; the first 
question asked the respondent how likely he/she thought it was that he/she would attend college, 
and the second question asked to what degree the respondent wanted to attend college. Answers 
to educational expectations questions were recorded on a Likert scale where a low score (1) indi-
cates low educational expectations and a high score (5) indicates high educational expectations. 
The educational expectations of the respondent variable were tested for reliability and has a scale 
reliability score of 0.81. Whether or not the student has a learning disability (such as dyslexia) 
was asked in Wave I and was answered by the parent.  
School satisfaction is comprised of four questions which were asked in Wave I. The 
questions used to create the school satisfaction variable include how happy the respondent is at 
his/her school, how safe the respondent feels at his/her school, how close the respondent feels to 
others at his/her school, if the respondent feels that he/she is treated fairly by his/her teachers, 
and if the student feels as though others at their school are prejudiced. Answers were recorded on 
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a five-point Likert scale. A low score indicates a low level of school satisfaction, and a high 
score indicates a high level of school satisfaction. The scale reliability score for school satisfac-
tion is 0.61.  
 Expulsion, asked as a yes/no question, was measured at Wave III. Expulsion was coded 
as 1=has been expelled from school and 0=has never been expelled from school. Whether or not 
the respondent had attained a high school diploma was measured at Wave III and was coded as 
1=graduated high school and 0=has not graduated high school. Employment status was asked in 
Wave III and was coded as 1=employed and 0= not employed.  In Wave III, the respondents 
were ages 18-26. 
Depression in Wave I was also used as an independent variable in the longitudinal mod-
els. Self-esteem from Wave I was a control variable.  The self-esteem questionnaire asked if the 
respondent felt that he/she was doing just about everything right, if the respondent felt that 
he/she had a lot of good qualities, if the respondent felt as though he/she had a lot to be proud of, 
and if the respondent liked him/herself (answered on a Likert scale, 1=high self-esteem, 5=low 
self-esteem). The variable, self-esteem, was tested for reliability and has a Cronbach’s alpha 
scale reliability score of 0.77.  
 
Analysis Plan 
Table 1 will display the descriptive statistics for all variables.  I will conduct T-tests in 
order to compare students placed in Special Education and those not placed in Special Education 
for Table 2. I will conduct Ordinary Least Squares (OLS) regression analyses (Table 3) in order 
to determine the relationship between being enrollment in Special Education services and de-
pressive symptoms in Wave I. In Model 1, I will test the bivariate association.  In Model 2, I will 
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include the demographic control variables: sex and race/ethnicity (Black/African American, His-
panic, and other). In Model 3, I will conduct OLS regression analysis and include parental back-
ground variables (parental income and parental education).  In Model 4, I will use OLS regres-
sion analysis, including student educational expectations and school satisfaction. Finally, I will 
use OLS regression and include self-esteem from Wave I as a control variable in Model 5. I will 
repeat this same process using whether or not the student has a learning disability as the main 
independent variable in place of enrollment in Special Education (Table 4).  
I will conduct OLS regression analyses in order to determine the relationship between en-
rollment in Special Education (Wave I) and depressive symptoms in Wave III (Table 5). In Mod-
el 1, I will test the bivariate relationship.  In Model 2, I will include sociodemographic variables: 
sex and race/ethnicity (Black/African American, Hispanic, and other). I will conduct OLS re-
gression analysis and include parental background variables (parental income and parental edu-
cation) in Model 3. Then, I will include educational and employment outcome variables which 
included the respondent’s educational expectations, how satisfied the student was with his/her 
school, whether or not the respondent had ever been expelled, whether or not the respondent had 
a high school diploma, whether or not the respondent was enrolled in college/job training, and 
whether or not the respondent was employed. Next, I will use OLS regression analysis to test 
psychological factors which may explain depressive symptoms at Wave III. I will test the de-
pressive symptoms variable at Wave I as a control in Model 5. Then, I will add self-esteem from 
Wave I as a final control variable in Model 6.  I will also repeat this same process using whether 
or not the student had a learning disability as the main independent variable in place of enroll-




   
                                                          Results  
According to the descriptive statistics in Table 1, the number of respondents who had not 
been enrolled in Special Education was 3,813, while 366 of the respondents had been enrolled in 
Special Education in the past year.  I used T-tests in Table 2 (Appendix A) to compare those en-
rolled in Special Education services and students who had not been placed in Special Education. 
There was a significant difference in educational expectations among respondents placed in Spe-
cial Education and the educational expectations of those respondents not placed in Special Edu-
cation. The mean educational expectations of students (range 2-16) placed in Special Education 
(7.85, p < .001) was significantly lower than it was of students not placed in Special Education 
(8.81, p < .001). There was also a significant difference in self-esteem in Wave I among re-
spondents placed in Special Education and students not placed in Special Education. The average 
self-esteem (range= 4-20) was significantly lower in Wave I for students placed in Special Edu-
cation (16.26, p < .05) than it was for students not placed in Special Education (16.54, p < .05). 
There was a significant difference in depressive symptoms in Wave I. Students enrolled in Spe-
cial Education were significantly more likely to express depressive symptoms (2.71, p < .001) in 
Wave I than students not placed in Special Education (2.15, p < .001).  Students placed in Spe-
cial Education were more likely to report higher levels of school satisfaction (10.36, p < .05). 
Students who were placed in Special Education were also more likely to report depressive symp-
toms in Wave III (1.16, p < .001) than students not placed in Special Education (1.03, p < .001). 
There was a significant difference in parental education. The average years of parental education 
for students in Special Education was 12.69, while the average years of schooling for parents of 
children not placed in Special Education was 13.39. The average parental annual income of stu-
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dents placed in Special Education was $42,984, and the income of those not placed in Special 
Education was significantly higher at $50,462. 
 The general school population is comprised of a higher percentage of female students 
(54%) as opposed to male students, a higher percentage of male students were placed in Special 
Education (62%). The racial/ethnic makeup of students placed in Special Education was propor-
tionate to the racial/ethnic makeup of students not placed in Special Education. A higher per-
centage of students enrolled in Special Education had been expelled (15%), than students not 
placed in Special Education (6%). A lower percentage of students placed in Special Education 
were enrolled in college/job training program (20%) than those not in Special Education (39% 
enrolled in college/job training), while students placed in Special Education were slightly (69% 
were employed) less likely than students not placed in Special Education (74% were employed) 
to be employed (See Table 2, Appendix A). 
According to Regression Model I (Table 3, Appendix B), Special Education in Wave I is 
significantly and positively related to depressive symptoms in Wave I (b = .156, p < .001). Mod-
el 2 (Table 3, Appendix B) demonstrates that females are significantly more likely to self-report 
symptoms of depression than males are at Wave I (Sex (male)= b = -.152, p < .001). 
Race/ethnicity is significantly related to depressive symptoms in Wave I. Students who are 
Black/African American are significantly more likely to report depressive symptoms in Wave I 
(b = .106, p < .001) compared to Whites. Students who are Hispanic are also more likely to re-
port symptoms of depression in Wave I (b = .104, p < .01) than Whites. Students who identified 
as Other were significantly less likely to report symptoms of depression at Wave I (b = -.029, p < 
.001). Placement in Special Education remained a significant predictor of depressive symptoms 
in Wave I (b = .189, p < .001). The results for the interactions between Special Education and 
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sex and the interactions between Special Education and racial/ethnic variables were tested, but 
were not statistically significant.  
Model 3 (Table 3, Appendix B) accounts for the parental socioeconomic background var-
iables. In Model 3, parental income was not a significant predictor of depressive symptoms in 
Wave I. Lower parental educational attainment was a significant predictor of higher levels of de-
pressive symptoms in Wave I (b = -.011, p < .01). Special Education still had a significant asso-
ciation with depressive symptoms (b = .178, p < .001) after controlling for demographic charac-
teristics and parental background variables (See Table 3, Appendix B.)  
Model 4 (Table 3, Appendix B) includes educational variables. Low educational expecta-
tions of the respondent (how likely the respondent thought he/she would be to go to college) 
were associated with higher levels of depressive symptoms at Wave I (b = -.042, p < .001). 
Higher levels of school satisfaction were linked with higher levels of depressive symptoms in 
Wave I (b = .046, p < .001). Model 5 (Table 3, Appendix B) shows that students with lower self-
esteem in Wave I are significantly more likely to report symptoms of depression in Wave I (b = -
.091, p < .001). After controlling for all variables, enrollment in Special Education remained sig-
nificantly associated with depressive symptoms in Wave I (b = .119, p < .001).  The effect of 
Special Education decreased by about 25% when accounting for all variables (the difference be-
tween Model 1 and Model 5). The largest decrease in effect size of Special Education occurred 
when accounting for educational variables, which included school satisfaction and student educa-
tional expectations (Table 3, Appendix B). 
Table 4 (Appendix B) shows the relationship between having a learning disability and 
depressive symptoms in Wave I. Having a learning disability was significantly associated with 
higher levels of depressive symptoms in Wave I (b = .102, p < .01). Table 4 demonstrates that 
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educational expectations, school satisfaction, and self-esteem in Wave I explain, in part, the rela-
tionship between having a learning disability and depressive symptoms. However, having a 
learning disability remained a significant correlate of depressive symptoms even after accounting 
for these variables (b = .060, p < .05).  The effect size of having a learning disability decreased 
by about 40% after accounting for all variables. The largest decrease in the effect size occurred 
when accounting for educational variables.  
In Table 5 (Appendix B), enrollment in Special Education significantly predicted depres-
sive symptoms in Wave III (b = .122, p < .001). Female students were more likely to express 
symptoms of depression than male students (b = .162, p < .001). Hispanic students were more 
likely to report symptoms of depression (b = .092, p < .01). Students who were Other were sig-
nificantly less likely to report symptoms of depression (b= -.018, p < .05). In model 2 (Table 5, 
Appendix B), enrollment in Special Education remained a significant predictor of symptoms of 
depression after accounting for demographic characteristics (b = .154, p < .001).  Parental in-
come and parental educational attainment were not significant predictors of depressive symp-
toms in Wave III.  
Model 4 (Table 5, Appendix B) shows that students with lower educational expectations 
were more likely to report symptoms of depression (b = -.018, p < .001). Students with higher 
levels of school satisfaction were more likely to report symptoms of depression (b = .020, p < 
.001). Students who were expelled were significantly more likely to report symptoms of depres-
sion (b = .202, p < .001).  Additionally, students who were enrolled in college/job training were 
significantly more likely to report symptoms of depression in Wave III (b = .067, p < .01). 
Whether or not the students attained a high school diploma and whether or not the student was 
employed in Wave III were not significant predictors of depressive symptoms in Wave III. En-
 27 
 
   
rollment in Special Education remained a significant predictor of depressive symptoms (b = .126, 
p < .001) even after accounting for educational and employment outcomes.  
Model 5 (Table 5, Appendix B) controls for depressive symptoms in Wave I.  Depressive 
symptoms in wave I significantly predict depressive symptoms in Wave III (b = .263, p < .001). 
Special education, however, remained a significant predictor of depressive symptoms in Wave 
III in this model (b = .096, p < .01). Student educational expectations is not a significant predic-
tor of depressive symptoms in model 5. Higher levels of school satisfaction remained a signifi-
cant predictor of higher levels of depressive symptoms (b = .008, p < .05). Expulsion remained a 
significant predictor of depressive symptoms (b = .182, p < .001) even after controlling for de-
pressive symptoms in wave I. Enrollment in college/job training program also remained a signif-
icant predictor of depressive symptoms in Wave III (b= .086, p < .001).  
In Model 6 (Table 5, Appendix B), lower levels of self-esteem in Wave I significantly 
predicted increased symptoms of depression in Wave III (b = -.014, p <.01). However, enroll-
ment in Special Education remained a significant predictor of depressive symptoms in Wave III 
(b = .097, p < .01). Expulsion (b = .181, p < .001), enrollment in college/job training program (b 
= .086, p < .001), and depressive symptoms in Wave I (b = .248, p < .001) also remained signifi-
cant predictors of depressive symptoms in Wave III after accounting for self-esteem in Wave I. 
The effect size of Special Education decreased by about 20% when accounting for all variables. 
The effect size of Special Education decreased by 0.023 when controlling for educational and 
employment outcomes (Model 4). The effect size of Special Education decreased by 0.031 when 
controlling for depressive symptoms in Wave I (Table 5, Appendix B), but maintained statistical 
significance.  Thus, these variables did not completely explain the effect of Special Education on 
symptoms of depression in young adulthood.     
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Table 6 (Appendix B) shows that having a learning disability significantly predicted 
symptoms of depression in Wave III (b = .107, p < .001). After controlling for sociodemographic 
characteristics and parental back ground (Model 3, Table 6) having a learning disability 
remained a significant predictor of depressive symptoms in Wave III (b = .145, p < .001). 
Additionally, after controlling for educational and employment outcomes, depressive symptoms 
in Wave I, and self-esteem in Wave I having a learning disability was still a significant predictor 
of depressive symptoms in Wave III (b = .098, p < .01). The effect size of whether or not a 
student had a learning disability decreased by about 9% after accounting for all variables. The 
effect size of  learning disability decreased by 0.027 after controlling for educational and 
employment outcomes. The effect size decreased by 0.017 after controlling for depressive 
symptoms in Wave I and the effect size of  whether or not a student had a learning disability 
decreased by 0.003 after controlling for self-esteem in Wave I (Table 6, Appendix B).  Overall, 
these variables did not entirely explain the effect of having a learning disability on symptoms of 
depression in young adulthood.  
  
 Discussion 
It was my goal to examine whether being placed in Special Education and having a learn-
ing disability predicted depressive symptoms years later among young adults in the United 
States. I examined likely sources of depression for Special Education students which could ex-
plain the relationship between Special Education and depressive symptoms.  My hypotheses 
were supported by the findings of my study. Enrollment in Special Education remained a signifi-
cant predictor of depressive symptoms in young adulthood after controlling for sociodemograph-
ic characteristics, parental background, educational and employment outcomes, and prior symp-
toms of depression and self-esteem. Having a learning disability also predicted depressive symp-
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toms in young adulthood, adjusting for all control variables.  This is the first study that used na-
tional longitudinal data to demonstrate the link between enrollment in Special Education in 
childhood and depressive symptoms among young adults in the United States.  
Having a learning disability was analyzed separately from enrollment in Special Educa-
tion because these two variables had a high level of collinearity and because I wanted to examine 
differences in depressive symptoms among students who had been placed in Special Education 
and students who had a learning disability. My findings show that the effect size of Special Edu-
cation on depressive symptoms in Wave I decreased by 25% after accounting for all variables, 
while the effect size of whether or not the student has a learning disability on depressive symp-
toms in Wave I decreased by about 40% after accounting for all variables. Educational variables 
(such as educational expectations and school satisfaction) and self-esteem may partially explain 
the relationship between having a learning disability and depressive symptoms more so than the 
relationship between being enrolled in Special Education and depressive symptoms in earlier 
years (ages 12-20). For respondents between the ages of 18-26 (during Wave III of my study), 
other variables explained more of the effect of Special Education on depressive symptoms in 
Wave III than the effect of whether or not a student had a learning disability.  The effect size of 
Special Education on depressive symptoms in Wave III decreased by 20% when accounting for 
all variables, while the effect size of whether or not a student had a learning disability on depres-
sive symptoms in Wave III decreased only by about 9% after accounting for all variables. Over-
all, the statistically significant effects of Special Education and having a learning disability on 
symptoms of depression in young adulthood were over and above the other risk factors exam-
ined.   
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What could explain this lasting effect of Special Education and having a learning disabil-
ity on mental health in young adulthood?  One explanation is the stigma of Special Education or 
having a learning disability.  Students who have a learning disability and who are not enrolled in 
Special Education may process stigma differently than students who are enrolled in Special Edu-
cation. Students who are not directly labeled as disabled or ‘Special Ed’ by others may still view 
themselves as ‘others’ and internalize stigma (such as through the process of self-labeling). My 
findings demonstrate that both having a learning disability and receiving Special Education ser-
vices predict subsequent depressive symptoms, which suggests that the direct labeling of stu-
dents could be to blame for the negative mental health outcomes of students with learning disa-
bilities or self-labeling and the internalization of the stigmatized status. Furthermore, students in 
Special Education and who have learning disabilities may feel supported by teachers and may 
not ever experience name-calling or bullying by peers. However, the process of self-labeling 
could still occur and contribute to mental distress. Accordingly, my findings could be explained 
by labeling theory and modified labeling theory (Link et al. 1989) because having a learning dis-
ability and placement in Special education could be internalized, stigmatizing, diminish self-
esteem, and lead to more symptoms of depression in young adulthood. The process of stigma 
isolates students with disabilities from the ‘normal’ student population, and attaches labels (ei-
ther directly or indirectly) such as ‘slow’, ‘stupid’, or ‘deviant’ to students with learning disabili-
ties and students receiving Special Education services.  Students spend most of their day at 
school and the school experience could have long-lasting and dramatic effects on the mental 
health of students. Students may experience stigma at school in many ways, such as labeling by 
teachers, bullying from other students, and social isolation. Additionally, the educational and 
employment outcomes of students with disabilities could be associated with depressive symp-
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toms in young adulthood, which is why I chose to include educational and employment out-
comes in my study, as well as previous depressive symptoms and low self-esteem as risk factors 
for depression in young adulthood.  
My findings demonstrate that students who received Special Education were more likely 
to come from lower socioeconomic backgrounds (lower annual parental income and lower paren-
tal educational attainment), and support the Marxist argument which states that educational insti-
tutions sort people of lower socioeconomic classes into Special Education (Trent and Artiles 
1994). In my study, there was also a disproportionately higher number of male students in Spe-
cial Education, as prior research has shown. However, in my study there were no disproportion-
alities among students of racial/ethnic minority backgrounds. This could be because racial/ethnic 
issues in Special Education might be a concentrated problem, affecting some specific schools 
and locations much more than others or because of survey data limitations. Also, students in the 
sample may have been more likely to have ‘nonjudgmental’ disabilities rather than ‘judgmental’ 
disabilities which would support the findings of O’Conner and Fernandez (2006), which demon-
strate that racial/ethnic disproportionality occurs only in judgmental disability categories.  
 Students who were enrolled in Special Education were more likely to be expelled and 
were less likely to enroll in college and/or job training programs in my study. Students who were 
enrolled in Special Education were also less likely to graduate high school and less likely to be 
employed. Expulsion (and dropping out of high school) can be both a cause as well as a conse-
quence of mental distress (Ford et al. 2014). Students who were enrolled in college and/or job 
training were more likely to experience symptoms of depression in my study. This could be be-
cause students face additional pressure and expectations while attending school and/or job train-
ing. Employment was not a significant predictor of depressive symptoms in my study. This could 
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be because students are less concerned with having a job at this stage in their lives; respondents 
between ages 18 and 26 years of age may not depend upon employment as a source of identity 
and may not yet have reached the age of financial independence.  
Students who were enrolled in Special Education had lower educational expectations, but 
also had higher levels of school satisfaction in my study. Students who were enrolled in Special 
Education may have benefitted from individualized attention and may have been satisfied with 
their schools, yet they still may have experienced stigmatization and mental distress. Additional-
ly, the questions asked in the questionnaire were general and may not have captured the discon-
tent which students may have felt in the school environment (or internally, due to label-
ing/stigmatization). Students who were placed in Special Education were more likely to have 
lower levels of self-esteem; which is consistent with prior research (Conley et al. 1997). Fur-
thermore, my study, which is derived from a nationally representative sample, includes 4,179 
students, which is a significantly larger number of students than Conley’s study of 48 students. 
My study also supports the literature which states that individuals who experience low self-
esteem are particularly vulnerable to developing symptoms of depression (Orth et al. 2016).  
Students who were enrolled in Special Education were also more likely to report depressive 
symptoms in Wave I and Wave III, which indicates that students in Special Education are at an 
increased risk of experiencing mental distress, both in school (intermediate and high school) and 
in young adulthood.  
However, limitations of my research include not directly measuring stigma and not hav-
ing enough information about the type of disability and the type of Special Education program in 
which the students were enrolled. Qualitative research which focuses on the school environment, 
measures stigma, and mental distress would be very helpful in exploring the subjective experi-
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ence of students receiving Special Education services. Information about the type of disability 
(physical, emotional, cognitive, etc.) and the type of Special Education program (inclusive, self-
contained classroom, Response to Intervention (RTI), etc.) would provide critical insight into the 
mental health outcomes of students. Future research should focus on specific types of disabilities 
and Special Education programs in relation to depressive symptoms in both childhood and young 
adulthood.  Future research should also address self-efficacy among Special Education students, 
which may also provide insight for mental health outcomes. Further research should also include 
qualitative methods of research and should aim to disentangle the mental health outcomes of stu-
dents with learning disabilities and the mental health outcomes of students placed in Special Ed-
ucation. Doing so could provide critical information in terms of stigma and the impact of Special 
Education programs on the mental health of students. 
Although students receiving Special Education services may be more likely to experience 
depressive symptoms due possibly to stigma, students with disabilities may also suffer emotion-
ally for a number of different reasons. They may lack the ability to socially function in a normal 
way, they may experience frustration with academic activities, or they could experience stress at 
home. Thus, these stressors should be included in longitudinal studies on Special Education, 
learning disabilities and mental health.   
An advantage of my study is the use of longitudinal data, which provided temporal or 
causal ordering of the variables for my study. However, the Special Education question in the 
questionnaire only captured students who had received Special Education services within the last 
12 months in Wave I at ages 12 – 20 years. Students who had previously received Special Educa-
tion, but were no longer could have been excluded from the number of students receiving Special 
Education services in my study. Additionally, the Special Education and the learning disability 
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questions were answered by parents. Some parents may have not answered truthfully in the ques-
tionnaire.  
Also, data collection in Wave I took place in 1994-1995, before significant changes to the 
education system took place. No child left behind, which came into effect in 2002 and the Re-
sponse to Intervention method for Special Education, which was passed in 2004, are two of the 
most crucial changes in the education system since 1994. The Response to Intervention (RTI) 
method of teaching aims to reach all children with learning interventions by breaking up class-
rooms of students into small groups. All students report to their small groups, therefore children 
who need Special Education services receive them in their small group without being stigmatized 
by being in a separate classroom or by having to leave the regular classroom for a portion of the 
school day. RTI is one example of the change in teaching methods since the 1990s. A key ele-
ment of Special Education is individualization. In recent years, education has become more re-
sults-oriented and individualized for all students (as seen in programs such as RTI). The No 
Child Left Behind Act requires schools to test students in order to ensure students are meeting 
academic performance standards. The No Child Left Behind Act has been described as a tool to 
keep schools accountable for the progress of students, specifically students who belong to minor-
ity racial/ethnic groups and students with disabilities. Policy changes within the education sys-
tem have no doubt impacted the way in which students with disabilities experience stigma. There 
is currently very little research conducted on the mental health of students receiving Special Ed-
ucation services. Research needs to be conducted to determine the mental health of students re-





   
Conclusion 
My findings suggest that students who are placed in Special Education or have a learning 
disability in the United States are more likely to experience symptoms of depression later in 
young adulthood. Being placed in Special Education has a unique effect on students, which could 
be stressful and stigmatizing. Aside from many other factors examined which could explain the 
prevalence of depressive symptoms among students placed in Special Education, such as demo-
graphic characteristics, family backgrounds, educational expectations, school satisfaction, educa-
tional and employment outcomes, and psychological factors, Special Education remained a pre-
dictor of depressive symptoms in young adulthood. This strengthens the argument that it could 
be the labeling of students as ‘Sped students’ and stigma experienced, which contribute to later 
depressive symptoms, over and above demographic characteristics, family background character-
istics, educational or employment outcomes, and prior mental health factors. 
Implications for this research study could be in the research and development of Special 
Education programs, the implementation of additional supports for students who are enrolled in 
Special Education, and support programs which aim to provide students who are enrolled in Spe-
cial Education with the information, encouragement, and guidance needed to stay in school. Spe-
cial Education programs/curriculums/supports should be developed to address the educational 
expectations which students have for themselves. Skills such as goal-setting and attainment 
should be incorporated into the Special Education curriculum. Special Education programs 
should also have assessments and professionals in place to determine the onset of depressive 
symptoms in students who are enrolled in Special Education.  
Mental health protection interventions, for example, training school staff (in addition to 
Special Education teachers/staff) on how to identify mental distress and how to effectively com-
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municate with students who are exhibiting depressive symptoms. Another type of mental health 
protection intervention could be to organize social events for students to interact with one anoth-
er and build confidence and social support. Student service and leadership programs could be 
one way to accomplish this. Students who have ‘invisible’ disabilities also need to be supported 
and therefore, schools should aim to implement mental health protection interventions targeting 
all students (not only those in Special Education or with physical disabilities).   
There also, and I believe most critically, must be supports in place for students who are 
enrolled in Special Education to assist them in transitioning out of high school and into adult-
hood. More research and development needs to be conducted in order to advance Special Educa-
tion programs/curriculums and supports for students who are enrolled in Special Education. The 
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Table 1. Descriptive Statistics of All Respondents 
 
 




Total Number of Respondents 4,179 100 




























Black/African American  







Other;Asian/Pacific Islander or American Indian/Alaska Na-
tive 
Asian/Pacific Islander or American Indian/Alaska Native 

















Parental Income ($) 4,179 49,808 
Parental Education (years) 4,179 13.33 











   
(Table 1. Descriptive Statistics Continued) 
 


































































   
 
 
Table 2. Descriptive Statistics Between Students in Special Education and Students Not in  
Special Education  
 
 



























Parental Income 42,984* 50,462 














































Student Educational Expectations       7.85*** 8.81 
School Satisfaction 10.36* 9.96 
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(Table 2. Descriptive Statistics Between Students in Special Education and Students Not 








       2.15 
Depressive Symptoms (Wave III) 1.16**          1.03 
Self-esteem (Wave I)  16.26*         16.54 
   
N= 366 3,813 
 
 






























Table 3. OLS Regression Models Predicting Depressive Symptoms (Wave I) Focusing on Spe-
cial Education and Control Variables  
 
 
                                      
                                                                 Model 1    Model 2      Model 3     Model 4      Model 5     
 
 








































































   
 




N=                                                                                                                                  4,179 
 









































   
 
Table 4. OLS Regression Models Predicting Depressive Symptoms (Wave I) Focusing on Learn-
ing Disability and Control Variables  
 
 
                                       
                                                                 Model 1    Model 2     Model 3     Model 4     Model 5     
 
 


































































= .0023 .0236 .0263 .0764 .1646 
 
 
N=                                                                                                                                      4,179 
 
Statistical significance level of p <0.05*; p < 0.01**; p < 0.001** 
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Table 5. OLS Regression Models Predicting Depressive Symptoms (Wave III) Focusing on Spe-
cial Education and Control Variables  
 
 
                                     
                                                    Model 1     Model 2     Model 3     Model 4    Model 5    Model 6   
 




































































































   
(Table 5 . OLS Regression Models Predicting Depressive Symptoms (Wave 
III) Focusing on Special Education and Control Variables Continued) 
 
      
 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 














=                                         .0026 .0196 .0200 .0367 .0997 .1017 
 
N= 




























   
 
Table 6. OLS Regressions Predicting Depressive Symptoms (Wave III) Focusing on Learning 
Disability and Control Variables 
 
 
                                     
                                                       Model 1   Model 2   Model 3    Model 4    Model 5    Model 6   
 
 
































































































Enrolled in College/Job 
Training 














   
 
 
(Table 6. OLS Regressions Predicting Depressive Symptoms (Wave III)  
Focusing on Learning Disability and Control Variables Continued) 
      
 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
Depressive Symptoms 
(Wave I) 








= 0.0025 0.0201 0.0206 0.0370 0.1007 0.1026 
 
N= 










































       
 
 
